the operation seemed to be a failure. She had to be tapped on one occasion, but since then she had not required it. She still had some fluid in the abdomen, but not enough to interfere with her occupation, nor, indeed, with her resumption of alcoholic habits: she was still drinking. Mr. PR. Atkinson Stoney had recently recorded a successful case of lymphangioplasty for ascites. Silk drainage should be employedin cases where femoral drainage had failed, and where the ascites collected at only a moderate rate. The third method was that of forming a communication between the internal saphenous vein and the peritoneum. He was surprised to hear that this had been done. He tried it himself on one occasion, but as it was a failure he did not record the method. He hoped the valves of the saphenous vein would be competent, but the vein persisted in bleeding into the interior of the peritoneum, so he had to tie it off and own himself beaten. He hoped the surgeon referred to by Dr. Rolleston had had better success. There was still another possibility-namely, to unite directly the internal saphena vein to one of the branches of the portal vein. Recently he saw an account of an operation by this method in Dublin, but he could not remember the reference. The case was not a success, but as sututre of blood-vessels became better understood he hoped the method would prove an ideal *one, although there would be the danger of turning a good deal of portal blood into the systemic system. With regard to auto-serotherapy, he continued to see references to that subject, but it was worth remembering that it came from the same country as the N-rays. He asked any physician who had opportunities of tapping ascites to try auto-serotherapy and record the results; it would be very easy to inject some ascitic fluid into the subcutaneous tissue.
Dr. F. PARKES WEBER said his attention was first drawn to the matter in 1898 by making a post-mortem examination 1 on a man, aged 44, who had been, several years previously (in 1892), under treatment by Dr. Gee at St. Bartholomew's Hospital, where the diagnosis of cirrhosis of the liver with ascites was made; When the patient died, in 1898, the post-mortem examination showed that he had really had I Dr. Weber reported the case in the St. Bartholomew's Hosp. Rep. (Lond., 1898, xxxiv, p. 321) under the heading, " Cirrhosis of the Liver-Effect of Peritoneal Adhesion in Arresting the Symptoms of Hepatic Cirrhosis." He remarked: " In favour of the view that the peri. toneal effusion, for which the patient was treated in 1892, was of an inflammatory nature is the relatively high specific gravity (1020) of the fluid first drawn off, and the patient's tendency at that time to have fever in the evening." cirrhosis of the liver, but that the paracentesis abdominis at St. Bartholomew's Hospital had been followed by the cure of the ascites and by the formation of extensive peritoneal adhesion. The man had evidently had chronic peritonitis in addition to his hepatic cirrhosis. Dr. Weber believed that a certain amount of chronic localized peritonitis was common in cases of cirrhosis of the liver, and he thought that it was better not to separate sharply cases of chronic peritonitis associated with cirrhosis of the liver from cases of hepatic cirrhosis without any chronic peritonitis, excepting in regard to the greater probability of peritoneal adhesions and new vascular channels developing in the former class of cases. With his surgical colleague, Dr. E. Michels, he (Dr. Weber) had had at the German Hospital four cases of chronic ascites, probably associated with cirrhosis of the liver, which were operated on for the cure of the ascites. In every case the result was successful, but in none of the four cases was omentopexy (a better term is " epiplopexy ") by itself sufficient, and in one case the omentopexy was altogether omitted. Before the operation the general condition of all four patients was fairly favourable, but each case needed repeated paracentesis abdominis, so that there seemed to be no prospect of getting rid of the ascites without some kind of operative interference beyond mere tapping. In the case of a woman, aged 42, whom he showed three years after the omentopexy, at the Clinical Section of the Royal Society of Medicine on May 14, 1909,1 peritoneal drainage had been required to supplement the omentopexy. The same applied to a woman, aged 49, whom he showed at the same section on December 10, 1909.2 He then remarked that in both cases the good result followed Dr. Michels's peritoneal drainage rather than the omentopexy operation itself. The moderate fever immediately preceding the disappearance of the ascites was a noteworthy point. He suggested that: "In regard to chronic ascites and the question of operative treatment beyond simple tapping, cases of hepatic cirrhosis might perhaps be roughly divided into the two following groups: (A) Patients who for some reason (for instance, the presence of old perihepatitis and perisplenitis and extensive spontaneous omental adhesions) have the collateral venous circulation well established, and do not readily develop ascites, but are especially liable to hematemesis from dilated oesophageal or gastric veins. The liver is generally decidedly enlarged in this group of cases. (B) Patients with a poor collateral venous 'Proceedings, 1909 , ii (Clin. Sect.), p. 236. circulation, who develop ascites early. The main object of omentopexy and peritoneal drainage should be to convert patients of Class B into patients of Class A."
In the case of a London barman, aged 44, whom he showed at the Clinical Section on April 8, 1910,1 omentopexy had been given up because, when the abdomen was opened, the omentum was found quite atrophic and could not be fastened to the abdominal wall; an attempt to fasten the spleen to the abdominal wall also failed, as it could not be brought down sufficiently. In that case the irritation due to the laparotomy was followed by irregular pyrexia and (after one further paracentesis) by the cure of the ascites, though the patient's enlarged liver could still be felt, reaching down to the umbilical level. The fourth case2 was that of a woman, aged 46, on whom, in 1905, Mr. G. J.
Jenkins performed the operation of omentopexy during the temporary absence of Dr. Michels. Paracentesis was necessary after the operation, and one of the tappings (by the house physician at that time) was followed by intraperitoneal haomorrhage and grave collapse. Dr. Michels, who happened to be in the hospital at the time, opened the abdomen (chiefly under local ancesthesia), cleared out the blood-clots, and ligatured two omental vessels which he found bleeding. The patient, in spite of her collapsed condition (for which normal salt solution and camphor dissolved in oil were injected subcutaneously), recovered, and the ascites, though it temporarily returned, did not again need tapping and was absorbed gradually. At one time some digitalis was given, and afterwards diuretin. In that case also a notable feature was the moderate evening pyrexia (up to 1000 F. or slightly over) during the period of recovery from the ascites. From these cases and other reports it seemed to Dr. Weber that an attempt at continual peritoneal drainage (in reality in chroic ascites the rubber tube or catheter used for the drainage tended soon to get blocked up), or some other kind of considerable peritoneal irritation, was generally necessary, in addition to omentopexy, for the cure of the chronic ascites in cases of hepatic cirrhosis. In one of the above cases the irritation of the laparotomy, together with repeated tappings, sufficed without omentopexy. An inflammatory febrile reaction accompanied the gradual disappearance of the ascites in some cases. In the rare cases which had been reported of rapid cure of ascites following Proceedings, 1910, iii (Clin. Sect.) , p. 167.
Trans. Med. Soc. Lond., 1907, xxx, p. 255. the operation of omentopexy it seemed that the irritation of the peritoneum due to the operation was an essential factor in the immediately, or almost immediately, favourable result.
Mr. G. H. MAKINS, C.B., said he had had but a small experience of Mr. Morison's operation, and that had been obtained in operating on cases in conjunction with his colleague, Dr. Herbert Hawkins. Cases of alcoholic cirrhosis with ascites had been operated upon by him four times, and once with little ascites. The cases seemed worthy of mention, although the final results were not known in all of them. In none of the patients was albuminuria or jaundice present, and all had been tapped several times previous to the operation.
The first case was that of a man, aged 59, who had been ill for some months. The liver was scrubbed and the omentum fixed to the anterior abdominal wall. The abdomen needed to be tapped once or twice subsequently, but the patient steadily improved and left the hospital well. He remained well for two and a half years, but then began to drink heavily again. At the end of three years he was readmitted to the hospital with ascites and obvious enlarged anastomotic veins in the abdominal wall, and on that occasion both the abdomen and the pleurae were tapped. After this sufficient improvement occurred to allow the patient to leave the hospital, and he had not since been heard of; as the operation was performed in 1901, the patient was probably dead.
In that same year a second patient of a similar class was operated upon, also a heavy drinker. When the abdomen was opened much ascitic fluid was evacuated, but the liver was very small, and the omentum was infiltrated as the result of chronic inflammation and rolled up into a ball. As the omentum could not be utilized, the upper surface of the liver was scrubbed and the organ itself fixed to the under surface of the diaphragm with stitches. This patient got well, and was seen in good condition between six and seven months after the operation; since then he had not been seen again.
The third case was of a similar class, and was worth mentioning because the patient died from a cause which had not been alluded to in others related. The man, aged 46, was in an advanced condition and had been tapped many times. The operation consisted in scrubbing the liver and fixing the omentum. On the third day the patient became restless, vomited first dark fluid, then blood, and in a few hours he died. At the post-mortem examination dark blood was found in the stomach, also-diffused along the whole intestinal canal. He thought
